The 2012 US Preventive Services Task Force's (USPSTF) recommendation against prostate-specific antigen (PSA) testing for prostate cancer (PCa) screening has caused confusion for health-care professionals and their patients (Moyer, 2012) . In response, the American Urological Association (AUA) guidelines were revised to provide a clinical framework for the early detection of prostate cancer in asymptomatic, average risk men. The AUA guidelines for PCa screening and early detection recommend against PSA screening in men under age 40. For men ages 40-54 years old, routine screening is not recommended, but the ultimate decision should be individualized by taking into account family history and race. Shared decision making is recommended for men age 55-69 years old to minimize potential harm from screening and treatment. Finally, AUA guidelines recommend against routine PSA testing for men older than the age of 70 or for any man with less than 10-15 years of additional life expectancy (Carter et al., 2013) . 
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Men are less likely to seek preventative care than women, more likely than women to be hospitalized for chronic conditions, and have a shorter lifespan. According to Whiteley, DiBonaventura, Wagner, Alvir, and Shah (2013) , menopausal symptoms lead to an increased utilization of health-care resources and perhaps more opportunity for preventative care in women during midlife. Men of the same age may not seek preventative care even though the risk of prostatic hypertrophy, prostate cancer (PCa), and erectile dysfunction are associated with the same period of life. In order to promote shared decision making regarding prostate cancer screening, providers need to be aware of factors that may influence a patient's decision or present barriers to screening, such as input from family and peers, lack of transportation, financial resources, or mistrust of the health-care system. In men, knowledge, attitudes and values, fear, attributes of masculinity, communication, and resources have all previously been identified as barriers to health screening (Vaidya, Partha, & Karmaker, 2012; Teo, Ng, Booth, & White, 2016) .
The Present Study
In light of the changes in PCa screening guidelines, identifying beliefs and barriers to screening in African American men and other high risk groups is crucial since this population is more likely to develop and die from prostate cancer (DeSantis et al., 2016) . Exploring beliefs and attitudes unique to African American men is a logical first step in developing targeted resources that will help men receive accurate information and participate in shared decision making with their physician. Community health events tailored specifically to men's health needs may present an excellent opportunity to provide education and health screening to men wary of traditional health-care venues. This article explores the knowledge, beliefs, and attitudes surrounding prostate cancer screening and treatment in a large population of community dwelling men that attended a free urban health fair.
Materials and Methods
Several health advocacy groups in the United States have collaborated to improve awareness of issues specific to men's health. As part of this initiative, community stakeholders in Detroit, Michigan, have partnered for several years to hold a free annual health education and screening event for men. In order to make the event attractive and accessible to urban dwelling men, the event is held each fall at a professional sports arena within the city's limits. There is no charge for admission or screening activities conducted during the event. Preregistration is not required and men are encouraged to bring their family members.
Health-care professionals, medical students, and community volunteers staff several booths that offer laboratory and health screenings. Questionnaires assessing demographics such as age, education, and income, as well as medical history, attitudes, and behaviors toward health care, and other factors associated with overall health are administered to consenting health fair attendees. Men who chose to visit the prostate cancer screening booth were asked to read a one-page information sheet about PCa and its screening options. The information sheet was developed by a urology-led team of health-care professionals and was based on the AUA, the 2012 USPSTF guidelines as well as the American Cancer Society recommendations. Men were then invited to complete an additional questionnaire to assess their knowledge, beliefs, and attitudes surrounding PSA testing and PCa treatment after reading the educational material.
The primary aim of this study was to describe differences in attitudes, beliefs, and behaviors surrounding prostate cancer screening. After obtaining institutional review board approval, all data that had been collected at two consecutive health events (2014 and 2015) were combined and examined for demographics and beliefs and behaviors regarding PCa, PCa education, and PCa screening. The questionnaire used in 2014 and 2015 was identical. For men that attended both events, only the 2014 health fair data were included. All questionnaire and screening data were de-identified prior to analysis.
Statistical Analysis
Missing data remained missing and were not replaced with substitutions or imputations. Descriptive statistics were performed and categorical variables are reported as counts and percent frequencies. Continuous data are reported as either means ±SD or medians and ranges. African American (AA) men were compared to non-African American men using Pearson's χ 2 test where appropriate (expected frequency >5) for categorical data, otherwise, Fisher's exact tests were used. Continuous variables were examined for normality. Normally distributed data were examined using two sample t-tests. Data that were not normally distributed were examined using non-parametric Wilcoxon rank tests. All analyses used the SAS system for Windows ® (v. 9.3, Cary, NC) .
Results
A total of 1,334 men attended the 2014 (n = 803) and 2015 (n = 531) health fairs. Of those men, 1,308 provided at least some questionnaire data. In total, 976 men reported race with the majority identifying as African American/black (AA; 65.8%). 346/626 (55.3%) AA and 36/330 (10.9%) non-AA men (p < .0001) were living within the city limits. The majority of all men attending the health fair chose to visit the PSA booth (792; 60.6%). When men who chose to attend the PSA booth were compared with men who did not (Table 1) , those attending the booth were older (median age 54 vs. 53 years; p = .009), and a lower proportion of men identified as AA (59.9% vs 73.2%; p < .0001). Although the reasons are unknown, many AA men did not seize the opportunity for PSA education/ screening (p < .0001). Education level and marital status also differed between groups (Table 1) .
Differences between AA (n = 326) and non-AA (n = 218) men that attended the PSA booth were then investigated. The majority of non-AA men were white (89.4%). Table 2 depicts demographics and beliefs surrounding PCa in both groups. Although income and educational levels were lower in AA men, mean age, employment status (the majority in each group were employed), and past history of PSA and digital rectal exam (DRE) were similar between groups (Table 2) . Table 3 illustrates the differences in attitudes and behaviors toward prostate cancer screening and treatment between AA and non-AA groups. AA men were less likely to understand PSA testing prior to reading the information sheet (49.5% vs. 55.8%; p = .008) and more likely to still be confused after reading the information sheet (13.1% vs. 4.8%; p = .008). AA men were more likely to be influenced by family (28.8% vs. 18.0%; p = .005) and television (20.8% vs. 11.0%; p = .003), and less likely to use the internet (29.7% vs. 42.4%; p = .003) for obtaining information regarding prostate cancer. AA men were also more inclined to indicate that media coverage influenced their decision to want PSA testing sooner (49.7% vs. 33.5%; p = .0014) ( Table 3 ). These data suggest that the internet may be a less viable route for disseminating screening information to AA men and educational efforts should involve their family members. Despite the current guideline controversy, media coverage was more likely to make AA men want PSA testing. AA men were more likely to believe that PCa treatment helps men live longer (94.0% vs. 88.9%; p = .035) and if diagnosed, they were more likely to want treatment immediately (83.5% vs. 67.2%; p < .0001). The impact of these factors on actual screening behaviors is unclear since a greater proportion, yet still a minority, of AA men indicated that they would prefer to not know if they have prostate cancer (15.2% vs. 5.9%; p = .001). Although ultimately, the majority in both groups indicated that they wanted a PSA test done at the event, the proportion of AA men wanting the test was statistically significantly higher (98.4% vs. 95.1%; p = .031). For the men with available PSA results, the proportions of AA and non-AA men that had a PSA > 4 ng/ml were few and not significantly different between groups (10.8% vs. 5.5%; p = .11).
Since PSA screening recommendations are age dependent, a subanalysis of beliefs and behaviors in the men who were most likely to be eligible for screening was completed by excluding those younger than 41 years old. Men that had a personal history of PCa were excluded since their past history and treatment would likely influence their knowledge, beliefs, and behaviors. After excluding 89 men, almost half of the remaining 264 AA and 191 non-AA men reported having a PSA in the past (47.7% and 51.3%; p = .71), and the majority in both groups reported having had a DRE (59.9% and 66.7%; p = .55). This suggests that roughly half of the AA men most likely eligible for screening had received it. When analyzing only those potentially eligible for screening, income and the belief that PCa treatment helps men live longer were no longer significantly different between groups. In this screening eligible age group, a higher proportion of AA men had abnormal PSA (>4 ng/ml) compared to the non-AA group (13.1% vs. 5.3%; p = .037). This suggests that the health fair screening did successfully identify at-risk men requiring further testing. Even though these men were notified of their results by event personnel, follow-up data are not available.
Discussion
Prostate cancer is one of the most commonly diagnosed cancers and is the second leading cause of cancer mortality in men . Since USPSTF recommendations were published in 2012, there has been a decline in PSA testing (Epstein et al., 2016) . Although a comprehensive discussion of the USPSTF and AUA prostate cancer screening guidelines is beyond the scope of this article, there is some concern that high-risk patients are not receiving adequate screening. Patients and their families may be receiving conflicting messages and recommendations because of the controversy, changing guidelines, and general lack of consensus. The most recent AUA guidelines from 2013 recommend a shared decision making model based on patient age and risk factors instead of widespread, routine PSA screening of asymptomatic men (Carter et al., 2013 ). In the current study's results reported here, the majority of men supported the notion that they should make the ultimate decision, but only after hearing their physician's opinion.
Small sample sizes limit the majority of research in minority populations. In one qualitative study by Hunter, Vines, and Carlisle (2015) , 46 African American men and women shared their beliefs toward screening after listening to a PCa educational session. Poor diet, lack of regular preventative health care, poverty, and unequal treatment in the health-care system for African Americans were cited as perceived factors for higher prostate cancer risk. Most participants had knowledge of PSA testing, but were uncertain of the established guidelines and noted that health-care providers often cannot agree. Overall, the most significant barrier to screening identified in the study was a fear of side effects, such as blood in the urine from biopsy and sexual difficulties, yet in the current study, the overwhelming majority of men felt that PCa treatment was more important than potential urinary or sexual side effects. The group felt that women can help hold the men accountable to go to the doctor and share in decision making. Similar to the current study, focus group participants felt that screening can save lives and that other community members' experiences influenced their decision to be screened (Hunter et al., 2015) .
In the current study, AA men were more likely to want treatment immediately for prostate cancer compared to their non-AA counterparts. Although the majority of both populations still indicated that they would rather know if they had prostate cancer, a higher proportion of AA men indicated that they would rather not know. This may be due to lack of knowledge, fear of the negative side effects associated with diagnosis and treatment, and a general mistrust of health-care systems. The study also found that the understanding of PSA testing prior to, and after reading, an information sheet was significantly lower in AA men, which may have been influenced by their comparatively lower education levels. It has already been reported that poor understanding of the disease represents a significant barrier to African Americans seeking prostate cancer screening (Reynolds, 2008) . Comparatively, higher educational attainment has been significantly associated with greater rates of PSA screening among the African American population (Hararah et al., 2015) . While the PSA information sheet obviously did help educate some of the men attending the health fair, this was not sufficient for 13.1% of AA men, therefore supporting the importance of shared decision making between the patient, their family and a physician.
Although AA men were less likely to use the internet for information in this study, it was still the second most prevalent source of information reported for all races. Song, Cramer, and McRoy (2015) reported that the internet was the least relied upon source of information on prostate cancer for African American men and that health professionals, family, and friends are main sources of information regarding health issues, including prostate cancer. In the current study, most men in both groups indicated that they gained information from their healthcare provider, confirming the importance of providers in educating their patients regarding appropriate screening. Since AA men indicated that family members influence their decision, PCa screening educational efforts should include both family members and health-care providers. The overall findings that AA men were less educated than others, but were more influenced by the media and relied on television for health information, suggest that television campaigns might be an effective avenue to educate African American men instead of relying on written materials. Interestingly, almost a quarter of men also indicated that health fairs were a source of information on PSA screening requirements, suggesting support for organizing educational community events such as the event providing data for this study.
The community health event data used for this study presented a unique opportunity to examine health-care beliefs in a local, large, majority AA community-based sample. According to the 2010 census, 87.2% of Detroit, MI residents were African American compared to 12.3% of the population nationally. Higher mortality rates in African American men suggest greater health-care needs, and have stimulated a large amount of research on the topic (National Center for Health Statistics, 2014). In addition, analyses of large national datasets have identified that African American men are screened for prostate cancer at a rate lower than their white counterparts, and African American men are less likely to receive potentially lifesaving definitive treatment for high risk PCa (Jindal et al., 2017; Mahal et al., 2014) . Clearly, there is significant room for improving the way African American men access PCa information, screening tools, and potentially effective treatment.
Previous research into African American prostate cancer screening habits has explored cultural factors that might account for their decreased screening rates. Through focus groups, Sanchez, Bowen, Hart Jr, and Spigner (2007) found several cultural themes affecting PCa screening behaviors, including limited knowledge of prostate cancer and clinical services. In particular, men viewed the DRE as a perceived threat to manhood, believed that consciously thinking about health problems might create disease or worsen symptoms, and expressed a distrust of the medical community due to the lack of agreement on screening guidelines resulting in mixed messages (Sanchez et al., 2007) . Two additional themes from the same study were encouraging of PCa screening, including a belief that PCa screening was valuable for early detection and treatment, and a strong belief in shared decision making with a health-care provider to empower men in their PCa screening decision (Sanchez et al., 2007) . Furthermore, religious involvement among African Americans is predictive of having a DRE, but not PSA testing (Holt, Wynn, & Darrington, 2009 ). While it is not likely that all AA men share the same beliefs around PCa, these findings are important to keep in mind when considering why and how AA men might choose to get screened or not and how they might choose to do it.
Interestingly, in the current study 40.1% of the AA men age 41 or older had never had a DRE and 42.9% had never had a PSA test, but most of them chose to have a PSA test at the health fair. AA men were also more likely to have an abnormal PSA when compared to non-AA men (10.8% vs. 5.5%). Since the PCa mortality rate is higher in African American men, early detection is extremely important to minimize mortality rates. Community health workers have already been reported to improve health knowledge, change health behavior, and increase access to care in ethnic minorities (Verhagen, Steunenberg, de Wit, & Ros, 2014) . Additionally, Blocker et al. (2006) reported that African American churches can play an important role in disseminating health information, and Luque et al. (2015) identified barbershops as another means to educate African American men on health topics. The current study shows that seizing an additional opportunity, the community health fair, can serve as a key tool in the implementation of focused education and awareness campaigns tailored to the beliefs and cultures of the African American population.
A key strength of this study is the participation of a large number of AA men since minorities are often underrepresented in research. Also, examining PCa screening behaviors in the men most likely to be eligible according to current guidelines allowed us to expose the differences in men who will draw an immediate benefit from efforts to improve knowledge and awareness. Limitations include a lack of scientifically validated questionnaires and missing data, which limited statistical modeling, since not all attendees provided complete information. In addition, men that did and did not attend the PSA booth differed on demographic characteristics, which may introduce bias.
Conclusion
Evaluating health-care beliefs within high risk, minority groups is a crucial first step to meeting their unique needs. The results presented here suggest avenues for educating the public, and in particular African American men, regarding current PSA testing and PCa screening guidelines, and can help inform health-care providers as well as policy makers in an effort to improve health outcomes in high risk populations. More research is needed to confirm findings, as well as identify other factors and beliefs that may impact men's overall health.
